Urinary incontinence is common in females, with a prevalence between 25% and 45%. Daily incontinence affects between 5% and 15% of middle-aged and older women.
Risk groups for urinary incontinence
High-risk groups for urinary incontinence include:
School-aged children; 
Assessing Urinary Incontinence in Women
Urinary incontinence is a condition that is often not reported by patients but may affect almost half of all women. Since women who seek help for incontinence usually consult a GP in the first instance, a systematic approach is vital in assessing and managing female urinary incontinence. This article presents authoritative advice on the investigation of this common clinical problem.
A decline in physical health has been associated with an increased incidence of incontinence. Conversely, moderate intensity physical activity, including walking, has been reported to reduce the risk of developing urinary incontinence by 20% to 25%. 3 Poorly controlled diabetes is often associated with worsening urinary symptoms. Improving diabetes control is important in this group.
The presence of nocturia should alert practitioners to the possibility of sleep apnoea, particularly in patients who are snorers and obese. Sleep apnoea is associated with increased atrial natriuretic peptide (ANP) production, which can lead to nocturia. The incidence of sleep apnoea is increased in the presence of alcohol excess, hypothyroidism, congestive cardiac failure and diabetes. Key points
• Urinary incontinence affects between 25% and 45% of women at some time in their lives.
• GPs are ideally placed to initiate management.
• Reversible causes should be sought, particularly medications such as diuretics and antihypertensive drugs (including prazosin).
• History, examination, urinalysis, urine culture, a bladder diary and (in selected cases) measurement of post void residual urine volume are sufficient for a diagnosis in most cases.
• Pelvic floor exercises and bladder training can be effective treatments.
• Specialist referral should be considered for patients who do not respond to these measures.
'Do you have to wear pads?' • Having established that a patient has urinary incontinence, it is helpful to take a detailed history (see the box).
Constipation is associated with worsening urinary symptoms.
5 Straining in constipation can weaken the pelvic floor muscles. In the presence of constipation, symptoms of urinary urgency and frequency and postvoid residual (PVr) urine volumes may be increased. Faecal impaction can cause urinary retention and is also associated with an increased incidence of urinary tract infection. Good bowel care and treatment of constipation are essential parts of any continence management programme.
one-third to two-thirds of women with stress incontinence report symptoms of sexual dysfunction, including dyspareunia, vaginal dryness and coital incontinence. More than two-thirds (68%) report that their urinary symptoms adversely affect their sex life. 
Examination Abdominal examination
The abdomen should be examined to exclude a palpable bladder, which would suggest incomplete bladder emptying. However, the absence of a palpable bladder does not exclude impaired bladder emptying. A palpable bladder usually corresponds to a volume greater than 300mL.
Neurological examination
An examination that includes checking for lower limb weakness, abnormal gait or impaired sensation should be undertaken if the history suggests a possible neurological cause, such as a spinal cord lesion, past stroke or Parkinson's disease. Hyperreflexia may be a clue to coexisting multiple sclerosis.
Perineal/genital examination
Inspection of the vulva and perineum allows any alteration in anatomy, atrophic changes, excoriation, erythema or rashes due to incontinence and pad use to be identified.
The patient should be asked to cough and strain in lying and standing positions to elicit evidence of leakage or prolapse. optimally, this is done with a full bladder. The presence of leakage on coughing is helpful in diagnosing stress 
Pelvic floor assessment
Pelvic floor muscle strength can be assessed as strong, weak or absent, or it can be graded on a scale such as the oxford scale (1 to 5, where 1 is weak and 5 strong). 7 A physiotherapist experienced in pelvic floor assessment or a nurse continence adviser can assist in the assessment if required. A digital examination to assess that the patient can perform a pelvic floor contraction correctly is particularly important before prescribing pelvic floor muscle training (PFMT). A pelvic floor contraction involves activating the pelvic floor muscles around the anus and vagina, squeezing the openings closed and lifting the pelvic floor muscles cranioventrally, thus displacing the urethra up and behind the pubic symphysis.
Cognitive assessment
This is important in the elderly or those with psychiatric or neurological illness. Patients with impaired cognition often give an unreliable history. They also have difficulty completing bladder charts and are often unable to modify fluid intake or to participate in bladder training or PFMT. They are at risk of poor compliance and cognitive decline with anti-cholinergic medications.
Initial investigations Urinalysis and urine culture
Urinalysis is a screening test to detect haematuria, glycosuria and pyuria, which may be a clue to the presence of bacteriuria. If urinalysis gives normal results, then urinary tract infection is unlikely. If results are abnormal, a midstream urine culture should be undertaken.
Bladder diary
A frequency-volume chart, or a micturition bladder diary, is useful to quantify the severity of the problem. It is recommended that the patient complete this for at least three days and nights for accuracy. Tailored to suit the individual, the diary can provide information on frequency, bladder volumes, incontinence episodes, pad usage, bowel habits, fluid intake and response to treatment. However, a surprising number of patients have difficulty completing these charts accurately, even in their simplest form.
Postvoid residual urine volume
PVr urine volume should be measured by bladder ultrasound examination in patients with suspected voiding dysfunction, suggested by recurrent urinary tract infections, previous continence or prolapse surgery, spinal surgery or severe constipation. Continence nurses often have access to portable bladder scanners. There is no evidence-based PVr volume that is considered normal, and the significance of a PVr value depends on coexisting symptoms. However, a PVr less than 50mL is usually considered adequate bladder emptying, and a PVr greater than 200mL is considered inadequate emptying. 8 Higher PVrs are more common in the elderly, independent of symptoms. Higher PVrs increase the risk that medications with anticholinergic properties will worsen urinary symptoms and lead to urinary retention.
Diagnosis of incontinence type
The history of lower urinary tract symptoms, with the examination, will help identify whether the problem is likely to be stress incontinence, urge incontinence, incomplete bladder emptying or a combination of these (mixed incontinence; see the box).
9 Stress incontinence is more common in younger and middle-aged women. Mixed and urge incontinence are more common in older women.
Initial management Antibiotic treatment
Patients with a symptomatic urinary tract infection should be treated with antibiotics. Patients with urinary incontinence and bacteriuria but no other symptoms suggesting a urinary tract infection should also receive a course of antibiotics. However, if the 
Pelvic floor exercises and bladder training
A patient with urinary symptoms can be provided with fact sheets on good bladder habits, pelvic floor muscle exercises and bladder training, as well as information about constipation. Before suggesting pelvic floor exercises it is important to assess that the patient can perform a pelvic floor muscle contraction correctly, as it has been reported that almost half of all women are unable to do so. In addition to pelvic floor muscle exercises, women with stress incontinence should be instructed to do the 'knack' -ie, contract the pelvic floor muscles just before and during a cough. 
Anticholinergic medication
Patients with normal bladder emptying who do not respond to bladder training alone may be considered for a trial of bladder training together with an anticholinergic medication such as oxybutynin (2.5mg at night, increasing to 2.5mg twice daily initially, if tolerated). Some patients can tolerate doses of up to 5mg three times a day.
Continence products
Patients requiring assistance with continence products can be referred for advice and assessment by a continence nurse or physiotherapist. Imaging routine imaging of the lower urinary tract is not recommended unless the history, symptoms or signs suggest coexisting lower urinary tract or pelvic pathology.
Indications for specialist referral
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Imaging of the upper urinary tract is also not indicated for the evaluation of non-neurogenic stress, urge or mixed incontinence. However, it is indicated in neurogenic incontinence with a high risk of renal damage, in chronic retention with urinary incontinence and in untreated severe urogenital prolapse.
routine cystoscopy is not recommended. Cystoscopy is, however, highly recommended if there is haematuria. 
Urodynamic testing
Conclusion
Urinary incontinence is common. A history, examination, urinalysis and urine culture, bladder diary and (in selected cases) measurement of PVr volume are sufficient for a diagnosis in most patients. Simple treatments such as PFMT and bladder training can be initiated. Those who do not respond to these measures will benefit from specialist referral.
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